Throughout the world, hospitals have come to epitomize modem medical care. For many years, a major health policy concern was to provide communities with enough hospitals. More recently, the focus of concern has shifted to what is now considered the overly dominant role of the hospital within the health system. In developed nations there are outright diagnoses of an excess of beds, and the concern in most developing countries is that, even without having fully satisfied overall requirements for hospitals, these institutions already absorb such a high proportion of resources that they seriously threaten any effort to achieve full coverage of the population. Further, it is widely believed that a health care system centered on hospitals has intrinsic incompatibilities with the geographic, economic, and cultural attributes of many populations. In addition, the mix of services offered by hospitals-with their emphasis on acute, episodic, and curative activities-is believed not to match the prevailing epidemiologic profile and the population needs for preventive and continuous care. This inconsistency is becoming even more marked as an increasing number of countries undergo a profound epidemiologic transition (Omran 1971; Frederiksen 1969; Frenk, Bobadilla, Sepdlveda, et al. 1989) whereby chronic ailments are becoming more important, with the ensuing requirements for long-term services that most general hospitals traditionally have not been able to offer. As in the case of physician supply (Starr 1982) , we seem with hospitals to have moved from deficit to excess without ever having achieved some kind of equilibrium.
It should be evident that a health system dominated by hospitals is not the only possible organizational model. Indeed, for most of the history of health care, hospitals represented a rather marginal element. As Foucault (1978) points out, during a long period of time the hospital was a nonmedical institution, and medicine was not a hospital-based profession. &dquo;The hospital as a therapeutic instrument is a relatively modern concept, dating from the end of the eighteenth century&dquo; (Foucault 1978, 20) . Since then, a number of social, economic, cultural, scientific, and technologic changes-summarized by Rosen (1963) , among others-have made the hospital the &dquo;fulcrum of care&dquo; (Berki 1972, 8) .
The dominance of hospitals is one of the most striking characteristics of convergence among the health systems of countries at all levels of economic development and with all forms of political representation (Mechanic 1975; Frenk and Donabedian 1987 Many countries face, therefore, a double concentration of health care: geographic concentration in large urban areas and technological concentration in large hospitals (Sober6n, Frenk, and Sepulveda 1986 Despite recent trends toward the &dquo;dehospitalization&dquo; of health care systems through the introduction of ambulatory alternatives in areas such as surgery, uncomplicated deliveries, and diagnosis, hospitals are likely to maintain their central position in the foreseeable future. Considerable thought and study need to be given to the overall design of health care systems and to the position of hospitals of different types in such a system. But irrespective of the design or designs that ultimately emerge, it is clear that hospitals will continue to play a major role; they will remain as fundamental forces in determining the overall performance of the health system. Any efforts to improve such performance must inevitably give the highest priority to hospital efficiency. -I' Such is the perspective that guides this article. Our purpose is to discuss some fundamental issues of hospital management, with special emphasis on staffing and training. To this end, the article is divided into three parts. First, we offer an analytical framework that can help orient the discussion. Hospitals are conceived of as complex organizations with goals, tasks, control systems, and relationships of authority that are articulated in both formal and informal ways (Scott 1966 (Allison, Dowlig, and Munson 1983) . This is particularly important with regard to physicians, who often occupy important administrative positions in hospitals. For the purposes of this article, when a physician assumes the managerial role, we view him or her as a manager. As we discuss later on, one of the issues in health care organizations is precisely the appropriateness of having physicians perform administrative functions. For the time being, however, the point is that the actors are conceived of in terms of their roles and not in terms of their professional origins.
As shown in Figure 1 , the two basic groups of actors interact within the framework of a complex organization, the hospital. This interaction is affected by the specific design that the organization adopts. Further, the organization itself is surrounded by an environment, where it interacts with other organizations and with formal and informal groups of clients. Through its environment, the organization is shaped, as we see later on, by complex epidemiologic, economic, and sociopolitical processes.
THREE TYPES OF EFFICIENCY
Within the context of specific environments and organizational designs, the core of Figure 1 portrays a dynamic conception of the interaction between managers and clinicians. Through the operation of certain intervening variables, the interaction generates a set of products. The quantity and quality of these products is determined by the efficiency of the organization. In this regard, we propose that three types of efficiency are at work, and that they should be kept analytically distinct. We call these clinical efficiency, service-production efficiency, and managerial efficiency.
The distinction between clinical efficiency and production efficiency has been proposed by Donabedian, Wheeler, and Wyszewianski (1982) . Basically, clinical efficiency refers to the production of health, however defined, whereas production efficiency has to do with the production of health services. Thus, clinical efficiency is the extent to which a physician &dquo;combines, times, and sequences services ... to produce the greatest increment of health, given a specified available or permissible expenditure&dquo; (pp. 984-85 (Codman 1916; Vuori 1980 Vuori , 1982 Donabedian 1980 Donabedian , 1988 (Freidson 1970 Figure 1 . Because of the characteristics of medical work, which is dominated by professionals, both groups participate in the specification and implementation of the production process and therefore determine production efficiency. In addition, the respective products of the two groups of actors are linked, as portrayed in the last column of the diagram. Thus, policies have an influence on support services; policies and support services jointly affect the production of health care services ; and health care services, in turn, determine the production of health.
APPROACHES TO ASSESSING PERFORMANCE
The central concepts in our analytical framework have some important connections with the approaches to assessing hospital performance. We envisage three approaches conforming to the tripartite classification of structure, process, and outcome first proposed by Donabedian (1966 Figure 2 . There are many potential variables for each cell in Figure 2 . However, we have included only the most pertinent variables for the analysis of the contextual factors that affect hospital efficiency.
We first briefly identify the variables that define the exchanges of a given hospital with its external environment. On the epidemiologic dimension of analysis, performance is greatly influenced by the patterns of health, disease, and injury that characterize the area where the hospital is located. As discussed later on, when these patterns are in rapid transition, they can severely strain hospital resources. With respect to the FIGURE 2
Typology of Variables that Affect Hospital Performance sociopolitical dimension, the main set of relationships refers, in most countries, to those that the hospital must establish with the state, either because the hospital is part of a larger network of public organizations, and hence is owned by the state, or because it derives most of its income from social insurance funds or, at the very least, because the hospital is subject to the regulatory authority of the state (Frenk and Donabedian 1987) . The hospital also faces a complex external economic environment. At its highest level of aggregation, this environment is formed by the overall economic situation of a country. For example, economic crises impose several constraints that require creative responses on the part of both private and public hospitals. At a more immediate level, the hospital interacts with various product and factor markets. Because this article focuses mainly on issues of staffing, the variable that we consider most important in this respect is the structure and dynamics of the labor market, particularly the professional labor markets from which the hospital must recruit its managers and clinicians.
Moving to the intraorganizational context of the hospital, it is possible to conceptualize case mix as the internal expression of health, disease, and injury patterns in the external environment. We define case mix broadly to include not only the physiopathologic descriptors of patients, but also the social and economic attributes of the cases cared for, a factor that helps to characterize the role of the hospital (e.g., whether it serves the poor or an elite). Thus, to the technical requirements that arise from case mix we add the social role and obligations of the hospital. Beyond the relationships with patients, the most important sociopolitical aspects of organization design are those that specify the legitimate power and authority relationships between physicians and managers. Finally, the economic dimension centers on the characteristics of the production process. There are several economic models attempting to interpret the hospital as a firm (Jacobs 1974; Feldstein 1983 ). For example, Harris (1982) has presented a model based on internal supply and demand functions. Regardless of which model is adopted, some of the basic variables that need to be understood in the internal economic organization of the hospital include the definition of tasks (e.g., the mix of routine and nonroutine tasks), the division of labor, the service production functions, and the systems for assuring the quality of the product. (Frenk 1983 (Tarlov 1983) . Indeed, it has been shown that physicians' career preferences are significantly affected by their perceptions of the medical labor market (Frenk 1985) . As the conditions in this market become more difficult for doctors, they will increasingly seek stable employment through salaried positions, with less clinical autonomy and larger managerial responsibility, and with greater stratification within the medical profession (Freidson 1985 (Jain 1988 
Organization Design
Organization design has been defined as &dquo;the way authority, responsibility and information are combined within a particular organization&dquo; (Leatt, Shortell, and Kimberly 1987, 307 Figure 2 .
This section focuses mainly on the structural issues. Since there is more evident relationship between the more dynamic elements of organization design and organizational performance, these are analyzed in the next section.
Three types of structures have been traditionally identified: functional, divisional, and matrix (Daft 1983) . Functional structure means a division of labor into departments specialized by functional area, that is, departments of surgery, medicine, nursing, medical records, and so on. Leatt, Shortell, and Kimberly (1987) (Howe 1969) . Finally, matrix structures are the most infrequent ones in hospitals. They are characterized by a dual authority system designed to improve lateral coordination and information flow across the organization (Neuhauser 1972; Gray 1974) .
All of these possible configurations might respond to traditional arrangements of the structure rather than to actual environmental demands or to the need to improve organizational performance (Mintzberg 1981 Kinston 1983 ). However, in developing countries the high predominance of clinicians over professional managers in hospital administration might blur the limits between the two hierarchies. This is even more likely when one considers that in most government-owned hospitals physicians are salaried; therefore, they are accountable not to the medical staff organization but to the administration. ' The notion of the dual-authority structure leaves the role of nursing in an ambiguous position. In many countries, nurses face the problem of &dquo;multiple subordination&dquo;: the nurse is responsible to the attending physician and also to the nursing supervisor and, through the nursing supervisor, to the hospital administrator. In addition to clinical functions, nurses often seem to be given physician-behavior control functions. In terms of our analytical framework (Figure 1) (Robb 1975) . This is also true -with regard to communication between providers and clients. How can hospital organization be better designed to improve the flow of information among departments, providers, and clients (Hasenfeld 1983 Garg, Mulligan, Gliebe, et al. (1979) , and Sloan and Becker (1981) have analyzed different aspects of the relationship between medical staff and costs. The ratio of management to production personnel as it affects the efficiency of hospitals has been studied by Rushing (1974) . In addition, it is necessary to examine the problem of function allocation among staff members according to their qualifications; this problem is related to the question of flexibility in staffing to adjust both to fluctuations in demand and to long-term changes in case mix, such as those that the epidemiologic transition can bring about. Scott and Shortell (1983) have made an extensive review of the literature both on effectiveness and on efficiency, as they relate to the management of quality and the management of costs. It is very important to mention that both managerial practices require a well-designed information system that allows managers to obtain a true image of hospital performance so that decisions are made on a solid basis.
Management of conflict is of paramount importance in hospitals given the different professional groups involved in patient care. Organization design, along with goal-setting and negotiating skills, are the best elements for managing conflict. Again, a dear organization design tends to improve communication and coordination, and to prevent conflict by defining authority and responsibility among hospital staff.
In sum, organizational performance seems to be associated with an active linkage to the organizational environment, an appropriate organization design, and the existence of information systems that provide both awareness of organizational functioning and the opportunity to take corrective action (Scott and Shortell 1983 According to Katz (1974) , three kinds of skills-conceptual, technical, and human-are necessary for the adequate performance of an effective administrator role. On the other hand, the object of several studies is an attempt to elucidate the different types of roles that administrators perform (Mintzberg 1975; Kuhl 1977; Allison, Dowlig, and Munson 1983) .
The development of managerial skills to perform different roles adequately depends on two important aspects: experience and training. Given the complexity of hospital administration, learning through dayto-day experience might be a trial-and-error process that is very costly for the organization. Even though formal training cannot substitute for field experience, it does provide a broader frame of reference for decision making and facilitates the process of learning from field experiences. Ruelas and Leatt (1985) have proposed that three aspects be considered in designing training programs: the level of the executive within the structure, the types of administrative problems perceived at a specific level, and the kinds of roles to be performed to deal with these problems. At the same time, the development of conceptual, technical, and human skills should be considered, again according to the hierarchical level of the hospital executive. Specific programs and contents can then be established.
It is interesting to recall that hospital administration is a relatively new discipline. Hospitals in North America have been dominated by different groups in a rather regular succession (Perrow 1961 
